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Executive Summary:

This report presents the results of the Department of Veterans Affairs National Mental Health
Program Performance Monitoring System for Fiscal Year 2003. In recent years VA has experienced
a major re-organization and re-orientation of its approach to providing care. As the data presented in
this report attest, FY 2003 was a year of continuing change, with evidence of continued reduction in
inpatient treatment capacity and shifting of resources to outpatient programs, albeit at a slower pace.
In view of this change two major goals have continued to be of central importance in VA: to become
an organization: (1) that is characterized by high levels of accountability and (2) that maintains an
organizational culture focused on improvement in patient care quality and health outcomes. The
National Mental Health Program Monitoring System is an important part of this effort.

Seven principles guided the development of this monitoring system, and six specific goals are
presented for the development of VA mental health programs. These clinical goals focus on the
transition from a hospital-based mental health system to a community-based health care system
which is sensitive to population needs. The monitoring system uses internal VA performance
benchmarks to evaluate the work of each of VA's 21 Veterans Integrated Service Networks (VISNs)
and the work of the medical centers within each of those networks. Statistical comparisons are made
with national VA norms. Data are presented on more than 70 measures in five major domains.
Whenever possible, measures are risk adjusted for differences in population characteristics, and
results are summarized using simple ranking algorithms. Time trends, as well as current
performance, are emphasized. The central goal of VA mental health care is to develop an effective
and efficient community-based system of care characterized by high quality of care.

The five domains on which performance data are presented include:

I. Population Coverage/Access: the proportion of the veteran population that used VA
mental health services in FY 2002, with additional data on key sub-groups, including
female veterans.

II. Inpatient Care: utilization, readmission, bed capacity and long-term care among
discharged and current inpatients.

III. Outpatient Care: accessibility of services, intensity of service delivery, and continuity
of care during the first 6 months after an episode of inpatient treatment and during
the outpatient care of patients with severe mental illness.

IV. Economic Performance: the distribution of resources to mental health programs,
the proportion of resources devoted to inpatient care, and the efficiency of resource use.

V. Customer Satisfaction: responses to a mail-in questionnaire circulated to outpatients in
primary care clinics who were identified as users of VA inpatient mental health care as
well.



After an extensive process of quantitatively aggregating individual monitors, each VISN is
ranked on its performance in each of these major domains. These major domain ranks are then
averaged together and the resulting scores provide the basis for the final overall ranking of the VISNs
(see summary report card, next page).

During FY 2003, a total of 794,581 veterans, 16.9% of all VA patients, received specialized
VA mental health services. This number represents a 4.9% increase in workload from FY 2002.
Half (51.8%) of all veterans who receive VA compensation payments for a psychotic disorder used
VA mental health services; as did 61.2% of those who receive VA compensation payments for
Posttraumatic Stress Disorder. The average length of an inpatient stay in a general psychiatry
program in all of FY 2003 was 12.8 days, a 6.0 % decline from FY 2002. (Table 5.1D).
Readmission days for general psychiatric patients in the 6 months after discharge averaged 5.86 days,
a 5.2% decrease from FY 2002 (Table 3.3). There were 3,110 occupied general psychiatry beds at
the end of FY 2003, 3.9% fewer than in FY 2002; and 110 substance abuse beds, 5.8% more than in
FY 2002. The proportion of mental health resources devoted to inpatient care declined from 54.5%
in FY 2002 to 53.2% this year.

As VA's delivery of inpatient care declined during FY 2003, its emphasis on outpatient
mental health services expanded to serve more veterans, although at lower level of intensity. The
number of veterans treated in outpatient mental health programs increased by 4.9%, although the
intensity of services, as measured by the average number of visits per veteran decreased by 3.7%.
Additionally, the total number of veterans receiving specialized substance abuse services decreased
by 5.1% from FY 2002-2003 while the total number of veterans receiving general psychiatric
services increased by 5.6%. Among discharged general psychiatric and substance abuse inpatients,
63.98% received outpatient psychiatric or substance abuse care from VA within 30 days of discharge
in FY 2001, a .2 % increase from FY 2002.

The average total annual cost of mental health care per treated veteran (including both inpatient and
outpatient services) was $2,653 in 2003. Altogether VA mental health service users comprise 2.9%
of all US veterans. Reported satisfaction with inpatient care increased 1% in 2003.

These changes continue trends initiated in 1995 that have seen:

* a41% increase in total mental health patients seen including a 51% increase in the
total number of veterans receiving general psychiatric services (table 5.3)

* a66% decline in occupied general psychiatry beds and a 96% decline in the occupied
substance abuse beds

* a 21% decline in the number of veterans receiving specialized substance abuse
services of any type, and a 44% decline in annual inpatient mental health episodes
(table 5-1)
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There are a several other long run trends that are of interest; including:

a 46% decline since 1997 in the average length of an inpatient stay in general
psychiatry programs

a 10.1% increase since 1998 in the proportion of general psychiatric and substance
abuse inpatients who received outpatient psychiatric or substance abuse care from
VA within 30 days of discharge

a 45% increase since 1995 in the number of veterans treated in outpatient mental
health programs and a 15% decline over the same period in the intensity of outpatient
services (table 5.2).

since 1995 a 26.9 percent decrease in CDR reported total expenditures on mental
health inpatient care accompanied by a 99.9 percent increase in expenditures on
outpatient care for a total 1.1% increase in total mental health expenditures. Asa
result of these change and increased workloads the total per capita expenditures on
mental health patients documented in the CDR declined by 28% since 1995. All of
these cost data are presented without adjustment for inflation, which would further
reduce the value of these expenditures by over 30%

A final trend of interest is that despite this increasing ambulatory mental health care,

the majority of VA mental health resources (56.3%) are still devoted to inpatient
care, although this amount represents a 27.7% decline since 1995.
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Recent Changes in the Report

Substance Abuse Programs.  Due to the reduction in the number of discharges from inpatient
substance abuse programs we no longer present information on these programs or on the transition
from inpatient to outpatient substance abuse programs.

Stop Codes. In 2002 the following additional stop codes were used in calculating the capitated
outpatient workload (see chapter 5): two related to pain management (533 and 565), and one for
community case management (564). These were all considered general psychiatry stop codes. The
stop code 564 was also used in the calculations for other chapters in 2002 while this year the other
two stop codes (533 and 565) were also used. An additional general psychiatry stop code, 567
(MHICM), was also included in all analysis this year.

Funding of Non-V A Mental Health Services. In 2002 data on per capita funding of non-V A mental
services was updated. Previously the 1992 Inventory of Mental Health Organizations was used. The
1998 Survey of Mental Health Organizations and General Mental Health Services is currently being
used. Both surveys were conducted by the Survey and Analysis Branch, Division of State and
Community Systems Development, Center for Mental Health Services.

Census Data. In 2002 data on the number of veterans living in each county of the U.S. became
based on the 2000 Decennial Census and on their characteristics. However, due to the lack of
availability of comparable 2000 data we continue to depend on the 1990 Decennial Census for data
on the characteristics of veterans in the general population in each VISN. We expect that this data
will become available in 2004. Reductions in the number of veterans in the U.S. in the 1990s
influenced any measures that depended on U.S. census data; in particular, population coverage
measures reported in chapter 2 and table 5-3 as well as expenditures per veteran in the general
population, such as in tables 6-1 and 6-2.

Outcome Measures. A new healthcare outcome measures, was included in 2002. The GAF is a
single item rating with which a treating clinician evaluates the current global functional status of
each patient on a 1-100 scale with brief anchors at 10-point intervals. This measure is described in
detail in appendix C, which also includes three GAF change measures reported by VISN and VAMC
for 2001 to 2003.

VISN Consolidation. At the end of 2001 VISNs 13 and 14 consolidated into VISN 23.

Consumer Satisfaction. Twenty six items that specifically focused on mental health are no longer
collected by the Office of Quality and Performance Analysis Center for Excellence. Thus, we are
no longer able to provide VISN and VAMC aggregated scores on the four mental health satisfaction
scales (involvement, practical orientation, alliance, general mental health) or the combined mental
health scale that were reported in earlier versions of the National Mental Health Program
Performance Monitoring System.



Annual VA Domiciliary Workload and Expenditures. In 2001 appendix B was added which contains
data on the use and cost of domiciliary services (bed section codes 85-88) by veterans with the
following primary ICD diagnostic codes: 290-312.99.

Wage Adjustment. A major change in 2001 was a shift from the use of cost data that were adjusted
for wage rate differences in chapter six to unadjusted costs (see chapter 6 for more information).
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VA MENTAL HEALTH PROGRAM PERFORMANCE REPORT CARD, FY 2003.

Ranking of VISNs on major domain summary measures, average ranking across major domain
measures and Summary Rank.

RANK ON MAJOR DOMAIN MEASURES SUMMARY RANK
VISN | Population Inpatient Outpatient Economic  Customer Avg. Overall

Coverage Care Care Perf. Satisfaction Rank Rank
1 14 20 8 16 4 12.4 13
2 4 10 1 6 5 52 2
3 19 15 8 20 21 16.6 20
4 16 7 15 15 6 11.8 12
5 11 21 4 19 9 12.8 14
6 7 19 20 17 8 14.2 18
7 5 5 17 9 12 9.6 8
8 1 4 13 4 13 7.0 5
9 8 11 21 11 18 13.8 17
10 3 1 5 2 20 6.2 3
11 18 18 11 21 10 15.6 19
12 15 3 2 13 11 8.8 6
15 2 17 10 10 19 11.6 11
16 9 6 19 7 16 11.4 10
17 17 16 18 18 17 17.2 21
18 12 14 12 1 14 10.6 9
19 13 13 7 12 1 9.2 7
20 10 12 6 3 2 6.6 4
21 20 9 16 14 7 13.2 15#
22 21 8 14 8 15 13.2 15#
23 6 2 3 5 3 3.8 1

Summaries of Subdomain Measures

VISN Table 2-4  Table 3-9 Table 4-6  Table 6-6  Table 7-2,7-3
VAMC Table 3-18 Table 4-12 Table 6-11 Table 7-4,7-5

# Tied rank with one or more other networks.
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Chapter 1
Introduction

The Department of Veterans Affairs (VA) operates the largest integrated mental health
service delivery system in the nation, providing specialty mental health services through a wide
variety of medical centers located in every State, the District of Columbia, Puerto Rico and other
territories, to over 800,000 veterans annually, at a cost of more than $2 billion. In recent years
VA has experienced a major re-organization and re-orientation based on the premise that to
remain viable, "VA must fundamentally change its approach to providing care" by focusing on
the overarching goal of providing excellence in Health care value. These changes decentralized
the VA system into 21 semi-autonomous Veterans Integrated Service Networks (VISNs), and
grounded the operation of the system in a series of explicitly articulated major mission goals.

One of the major goals for VA is to become an organization that is characterized by high
levels of accountability. Consistent with this goal was a mandate from the Undersecretary for
Health in 1996 for the development of a National Mental Health Program Monitoring System.
The data presented on the performance of the 21 VISNs in this report represent the continuing
development and implementation of this objective.

In recognition of VA's mission to heal the wounds of war and to function as an essential
component of the federal safety net, programs for veterans with war-related Posttraumatic Stress
Disorder, serious mental illnesses, and substance abuse disorders, along with programs for
veterans who are homeless (most of whom also suffer from one or more of these psychiatric
conditions) have been designated special VA programs -- programs that have been targeted both
internally by VA for special attention and support and by the Congress through the Veterans
Eligibility Reform Act of 1996 (Public Law 104-262), which requires VA to maintain its
capacity to provide specialized services for these veterans. The success of these special
programs can only be assured if data on their performance are used to establish a general culture
of quality improvement and accountability.

In recent years, quantitative performance monitoring has become an increasingly
prominent feature of health care delivery both in concept (Ellwood, 1988; Roper et al., 1988;
Brennan and Berwick, 1996) and in practice (Health Care Financing Administration, 1987,
Green and Wintfield, 1995; Allen et al., 1994; Corrigan and Neilson, 1993; Epstein, 1995;
Thompson et al., 1998). Although their validity has been seriously questioned (Epstein, 1995;
Green and Wintfield, 1995; Iezzoni, 1994; Druss and Rosenheck, 1997), systematic health care
performance data have appeared with increasing frequency in both the academic literature and
the public medias, and have included, for example, hospital mortality rates (Health Care
Financing Administration, 1987; Williams et al., 1989) and provider-specific mortality rates for
cardiac surgeons (Green and Wintfield, 1995). Most recently, multi-dimensional "report cards"
comparing the services provided by diverse health care organizations have begun to appear
(Allen et al., 1994; Corrigan and Neilson, 1993, Steinwachs et al., 1994; National Committee on
Quality Assurance, 1995; Thompson et al., 1998).



Monitoring the Performance of Mental Health Systems

The development of monitoring systems for mental health care has lagged behind other
areas of medical care, partly, because mental health practice lacks readily available objective
outcome indicators such as in-hospital mortality or post-surgical complications. To date, there
have been few presentations of comprehensive systems for assessing the performance of either
public or private mental health service systems (Sorenson et al., 1987; Kamis-Gould, 1987). In
1994, for example, a consortium of professionals and consumers was convened as a task force of
the Mental Health Statistics Improvement Project (MHSIP) and proposed 10 types of indicators
for evaluating the performance of public mental health providers (Dickey, 1996; Center for
Mental Health Services, 1994).

Mental health care has been identified as an area of rapid expansion that has a special
need for performance monitoring in non-VA (Corrigan and Neilson, 1993) and VA health care
systems (Kizer, 1996). Between 1990 and 2003 the number of veterans who were provided
specialty VA mental health services increased by 63% (from 494,386 to 803,742). Mental health
care is thus an area of major growth and development in the VA health care system.

Mental Health Monitoring in Department of Veterans Affairs

In FY 1994, on the basis of almost 10 years experience monitoring and evaluating the
performance of specialized VA programs for homeless veterans, seriously mentally ill veterans,
and veterans with PTSD, the Northeast Program Evaluation Center was charged with developing
a mental health program performance monitoring system that would address key issues in the
delivery of mental health services and that would rely, to the fullest extent possible, on currently
available data bases. In November, 1995 the first version of this system was published
(Rosenheck and Cicchetti, 1995) following a review of draft tables and methods by over 150 VA
administrators and clinicians (including the new VISN Directors) and with direct guidance from
the Undersecretary for Health and other leaders in VA headquarters. The Under Secretary's
Special Committee on Treatment of Seriously Mentally Ill Veterans took an active role in
promoting and guiding the development of the monitoring system and in advising on its design.
The entire system was reviewed, and approved, by the Field Advisory Board of the Strategic
Healthcare Group for Mental Health and the Clinical Managers of the 21 Veterans Integrated
Service Networks.

This report represents the eighth version of the initial monitoring system and presents
systematic performance data from FY 2003 for each VISN and medical center. As such, this
National Mental Health Performance Monitoring System remains a work in progress, but one
which has already been widely reviewed, endorsed, distributed, and used to evaluate and plan
mental health service delivery across the VA system.

Principles Underlying the VA Mental Health Monitoring System

Health care performance monitoring systems must be constructed on a foundation of
explicit principles. Such principles must guide the development and selection of individual
monitors and should assure that they are of relevance to the particular health care system being
monitored. Seven principles have guided the development of the proposed VA monitoring
system.




(1) Specify goals. Monitoring systems should be designed to stimulate system change and
improvement. They should be driven by values and goals that will be immediately relevant and
credible to both internal system clinicians and administrators and to the broader community of
mental health consumers and professionals.

(2) Identify norms for comparison. Since absolute performance standards for the delivery of
mental health services are not generally available, the care provided by individual service units
should be benchmarked against data from comparable service units in the same health care
system using a system of internal ranking. Through such a process the system can be moved
incrementally in desired directions, even though absolute performance standards are not well
established. Comparison with community providers using common measures should be pursued
wherever suitable data are available.

(3) Develop multiple monitors for comprehensiveness and balance. Although formal research
on the development of health care performance monitors has typically focused on single
measures, the assessment of large health care systems must be comprehensive. Multiple domains
of operation should be addressed and "balanced monitors" should be developed to identify
situations in which improvement on one measure (e.g. lowered lengths of stay) generates
unanticipated problems in other areas (e.g. increased readmission rates).

(4) Risk adjustment. Measures should be risk adjusted to the fullest extent possible, to minimize
biases imposed by variability in patient or community characteristics that influence scores on
performance measures, independent of provider performance.

(5) Address performance at multiple management levels The system should aggregate
information on system performance at all key levels of managerial responsibility. VA health
care, for example, is now managed through 21 VISNs, each of which incorporates 3-8 medical
centers, which provide some or all of four generic programs (i.e., inpatient and outpatient --
general psychiatry and substance abuse). Performance evaluation should address itself to each of
these levels, and should extend to the level of individual providers.

(6) Present results in simple "report card" format while facilitating and guiding access to more
complex data. The final output of performance assessment system should be a simple report card
composed of summary scores or rankings. A simple presentation will enhance the usefulness
and impact of the data. It must also be possible to "drill down" through the summary scores to
examine the underlying, far more complex, array of performance measures at each managerial
level.

(7) Use Available Data. Specific measures should be reliable, valid and inexpensive to obtain.
Data already being gathered for administrative purposes, for example, should be used to the
fullest extent possible, even though this imposes significant constraints on what can be
measured. Additional data on satisfaction with services and outcomes may need to be gathered
from patients and/or clinicians directly. Since these data are expensive they should be used to
address specific questions suggested by administrative data.




In addressing the first of these principles, values and goals of central and immediate importance
to the evolution of VA mental health care were identified through discussions with consumers,
clinicians, administrators, and VA leaders, and a review of current VA planning documents and
recent literature on health system performance monitoring (McNeil, Pedersen and Gatsonis,
1992; Corrigan and Neilson, 1993; Brennan and Berwick, 1996). Six goals for VA mental health
were identified.

(1) Quality of life, clinical improvement, and patient satisfaction with services should be
maximized.

(2) The availability and accessibility of VA mental health services should be similar throughout
the nation and, in view of the growing number of Americans without health insurance, should
increase.

(3) Reliance on inpatient treatment should be reduced without compromising quality or
outcomes of care.

(4) Delivery of outpatient and community-based care should be expanded and strengthened.

(5) Equity should be sought between the accessibility of mental health and other health care
services.

(6) The cost of services should be minimized, without compromising quality or outcomes.

System Development.

The development of a comprehensive monitoring system that meets the specifications outlined
above is a multi-phase task. In the first phase of this effort, we have implemented an approach
that relies primarily on administrative data currently available in VA and which addresses access,
inpatient service delivery, outpatient service delivery, economic equity, cost efficiency, and
consumer satisfaction (using data gathered by VA's National Customer Feedback Center).
Quality of life, and clinical outcomes, as well as comparisons with other health care systems are
being addressed by supplementary components, some of which are presented in other reports and
some of which are under development.

In the sections that follow in this introduction we, first, briefly describe the sources of data for
these monitors and their definitions. Second, we present general methods for identifying
performance outliers on single measures. Third, we describe methods for combining data from
several measures into composite performance scores that are necessary for overall performance
assessment and inter-site comparison. Fourth, we examine the influence of various patient
characteristics that are candidates for risk adjustment measures. Fifth, and finally, we present the
summary "report card" for FY 2003.

Subsequent chapters present each component of the report card in greater detail and specific
performance results by VISN and Medical Center.



Sources of Data

Data are obtained from six VA administrative files: the Patient Treatment File (PTF), a
discharge abstract file that includes basic data on all completed episodes of inpatient care
provided at VA medical centers (including patient-specific data on age, race, gender, marital
status, income, diagnoses, length of stay etc., and program type, i.e., general psychiatry vs.
substance abuse); the Census File, an end of year summary on all patients remaining in VA beds
at the end of each fiscal year (September 30); the Outpatient file, a record of all outpatient
services provided by VA clinics to non-inpatients; the encounter file which includes diagnostic
and provider data on each contact; the Compensation and Pension file, a payment file listing all
veterans receiving VA financial benefits; and the Cost Distribution Report (CDR) a summary
accounting of all VA expenditures, classified by program type. Data on the number of veterans
living in each county of the U.S. were obtained from the 2000 Decennial Census and on their
characteristics from the 1990 Decennial Census. Data on Consumer Satisfaction are based on the
survey and related procedures developed and implemented by the National Customer Feedback
Center.

Description of Major Domains and Performance Monitors.

While the performance measures used in this system were derived from those in use elsewhere
to the fullest extent possible (especially HEDIS 2.5), the vast majority were developed
specifically for this effort and were reviewed and refined through dialogue with over 150 VA
and non-VA mental health clinicians and administrators. The current monitors are grouped into
five major assessment domains, which are sub-divided into sub-domains composed of sets of
specific monitors. Table 1-1 lists the major domains and subdomains and Table 1-2 presents each
of the individual monitors with a comparison of the mean values for FY 2002 and FY 2003.

L. Access/Population Coverage Access to VA services is assessed, first, by the percentage of
veterans in the general veteran population who used any VA mental health services each year.
Additional monitors assess population coverage among veterans who receive VA compensation
payments for psychiatric disorders, and more specifically among those who receive
compensation for psychotic disorders, for Posttraumatic Stress Disorder, and for other non-
psychotic disorders. Data are also presented on use of VA mental health services by female
veterans.

II. Inpatient Service Utilization and Outcome Reliance on inpatient service use is assessed by
the average length of stay of an index episode of care (the first inpatient episode for each system
user during the first six months of the fiscal year); average bed days of care in the six months
before discharge from the index stay; average bed days of care in the six months affer discharge;
number of readmission episodes during the first six months after discharge; readmission rates at
14, 30, and 180 days; and the number of days from discharge to the first readmission among
those who were readmitted. These eight monitors are applied separately to patients discharged
from psychiatric programs and from substance abuse programs. To evaluate time trends, change
at the site level (i.e. at the level of VISNs and VAMCs) over the previous two years (e.g., from
Fiscal Year [FY] 2002 to FY 2003), in length of stay, bed days of care after discharge, and
readmission at 30 days, are also examined for both psychiatry and substance abuse programs to
evaluate time trends. Additional monitors, based on the end-of-year inpatient census, reflect the




number of occupied mental health beds per 10,000 veterans in the general population, and the
proportion of psychiatric beds occupied by patients who have been hospitalized for 6 months or
more, and for one year or more.



Table 1-1. Major domains, subdomains and the number of monitors.

I. Population Coverage (6 monitors)

II. Inpatient Care (37 monitors)

I1I.

General psychiatry (8 monitors)

General psychiatry and substance abuse (8 monitors)

Change in performance: General psychiatry (3 monitors)

Change in performance: General psychiatry and substance abuse (3 monitors)
Bed capacity/Long-term care (4 monitors)

Outpatient Care (38 monitors)

General psychiatry (5 monitors)

General psychiatry and substance abuse (5 monitors)

Change in performance: General psychiatry (3 monitors)

Change in performance: General psychiatry and substance abuse (3 monitors)
Continuity of care (7 monitors)

Medical service (3 monitors)

Treatment of dual diagnosis patients (4 monitors)

IV. Economic Performance (8 monitors)

Distribution (3 monitors)
Proportion of resources to inpatient care (1 monitor)
Efficiency (4 monitors)

V. Customer Satisfaction (10 monitors)

Customer Service Standards (10 monitors)



Table 1-2. Comparison of national monitoring average values for FY 2002 and FY 2003.

1. Overall Ranking
Access
Inpatient Care
Outpatient Care
Economic Performance
Satisfaction

2. Access/ Population Coverage: % of Veterans Using VA Mental Health
2.4 Services in Population (adjusted)
All Veterans
SC/Low Income
AIINSC
All Service Connected for Psychiatric Dx.
SC for Psychosis
SC Non Psychotic Dx.
SC for PTSD

3. Inpatient Care
3.1 General Psychiatry
Average Length of Stay
Bed Days in 6 Months Before Discharge
Bed Days in 6 Months After Discharge
Re-admissions in 6 Months After Discharge
Readmission Rates
14 days (%)
30 days (%)
180 days (%)
Days to Readmission, 6 months after discharge

3.2A General Psychiatry and Substance Abuse

Average Length of Stay
Bed Days in 6 Months Before Discharge
Bed Days in 6 Months After Discharge
Re-admissions in 6 months after discharge
Readmission Rates

14 days (%)

30 days (%)

180 days (%)
Days to Readmission, 6 months after discharge

3.3 Change in Inpatient performance FY 2002- FY 2003: Gen Psychiatry
Average length of stay (change in %)
Bed days 6 months after discharge (change in %)
Readmitted within 30 days (change in %)

3.4A Change in Inpatient performance FY 2002- FY 2003: Gen Psychiatry
and Substance Abuse
Average length of stay (change in %)
Bed days 6 months after discharge (change in %)
Readmitted within 30 days (change in %)

3.5. Bed Capacity
Mental Health Beds per 10,000 veterans
General Psychiatry beds Occupied > 6 months (%)
General Psychiatry beds Occupied > 1 year (%)
General Psychiatry beds Occupied > 3 years (%)

4. Outpatient Care
4.1 General Psychiatry
Any General Psych. Outpatient Visit, 6 mos. after discharge (%)
Any General Psych. Outpatient Visit, 30 days after discharge (%)
Days to 1st General Psych. Outpatient Visit, 6 mos. after discharge
Average General psych stops, 6 mos. after discharge
Continuity (bi-months with two GP or SA. stops in 6 mos.)

4.2B General Psychiatry and Substance Abuse
Any Outpatient Visit, 6 mos. after discharge (%)
Any Outpatient Visit, 30 days after discharge (%)
Days to 1st Outpatient Visit, 6 mos. after discharge
Average stops, 6 mos. after discharge
Continuity (bi-months with two stops in 6 mos.)

Mean Mean Percent ~ Weights
FY 2002 FY 2003 Change  Monitors  Domains
1.00
1.00
1.00
1.00
1.00
2.80% 2.90% 3.6%
9.80% 10.20% 4.1% 1.00
9.4% 9.4% 0.3%
45.1% 47.3% 4.9%
51.3% 51.3% 0.1% 1.00
23.3% 24.1% 3.4% 1.00
60.5% 61.2% 1.2% 1.00
0.00
15.3 13.4 -12.7% 0.80
17.0 15.4 -9.5% 0.80
6.2 5.9 -5.2% 1.60
0.5 0.50 -2.0% 1.60
6.88% 6.70% -2.6% 0.53
11.36% 11.11% -2.2% 0.53
31.13% 30.03% -3.5% 0.53
64.0 64.1 0.2% -1.60
1.50
14.7 13.0 -11.3% 0.80
16.3 14.9 -8.4% 0.80
6.0 5.7 -4.0% 1.60
0.52 0.50 -3.8% 1.60
6.9% 6.70% -2.3% 0.53
11.3% 11.11% -1.3% 0.53
31.2% 30.20% -3.0% 0.53
64.1 64.2 0.3% -1.60
0.00
-9.8% -12.7% 29.6% 1.00
-7.5% -52% -30.7% 1.00
0.0% -2.2% NA 1.00
0.75
-3.6% -8.9% 148.2% 1.00
5.9% -0.2% -102.9% 1.00
10.1% 0.5% -95.4% 1.00
0.75
1.8 1.8 -3.9% 2.00
14.8% 14.0% -5.5% 0.67
10.4% 10.7% 3.3% 0.67
4.8% 4.6% -3.5% 0.67
0.00
81.4% 80.8% -0.7% 0.63
59.1% 58.8% -0.6% 0.63
28.6 28.4 -0.7% -1.25
15.2 15.3 1.0% 1.25
22 22 0.0% 1.25
1.429
83.4% 83.5% 0.0% 0.63
63.7% 64.0% 0.4% 0.63
252 25.0 -1.0% -1.25
23.7 23.8 0.7% 1.25
2.1 22 0.5% 1.25



1. Overall Ranking

4.3 Medical-Surgical Treatment
Any M-S Outpatient Visit, 6 mos. after discharge (%)
Days to 1st M-S OP Visit, 6 mos. after discharge
Average M-S stops, 6 mos. after discharge

4.3 Dual Diagnosis Treatment (Gen Psych and SA)
1 GP and 1 SA OP visit in 6 mos. after discharge (%)
3 GP and 3 SA OP visits in 6 mos. after discharge (%)
Continuity (bi-months with two GP or SA stops in 6 mos.)
Average GP and SA stops, 6 mos. after discharge

4.4 Change in Outpatient performance FY 2002- FY 2003: Gen Psychiatry
Any General Psych. Outpatient Visit, 30 days after discharge (change in %)
Any General Psych. Outpatient Visit, 6 mos. after discharge (change in %)
Average General psych stops, 6 mos. after discharge (change in %)

4.5A Change in Outpatient performance FY 2002- FY 2003: Gen Psychiatry and Substance Abuse
Any General Psych. Outpatient Visit, 30 days after discharge (change in %)
Any General Psych. Outpatient Visit, 6 mos. after discharge (change in %)
Average General psych stops, 6 mos. after discharge (change in %)

4.5B Continuity of outpatient care among patients with schizophrenia and affective psychosis
Number of outpatient stops
Number of days with outpatient stops
Continuity: Bi-months with 2 stops
Continuity: Months with any stops
Dropout (6 months with no outpatient visit)
Continuity of Care Index
Modified MCI
Number of Providers

6. Economic Performance
6.2 Equity
Proportion of inpatient resources for mental health
Proportion of outpatient resources for mental health
Proportion of research and education resources for mental health

6.3 Proportion of mental health resources for inpatient care (%)

6.5 Inefficiency
Cost per capita: general psychiatry
Cost per capita: substance abuse
Cost per capita: all mental health
Mental health/non-mental health ratio of per capita cost

7. Satisfaction with Inpatient Care
7.2 Customer Service Standards

Coordination
Information
Timliness/Access
Courtesy
Emotional Support
Respect for Patient Preferences
Family Involvement
Physical Care
Transition Home
General Satisfaction

Mean Mean Percent ~ Weights
FY 2002 FY 2003 Change  Monitors  Domains
0.714
82.7% 83.8% 1.4% 1.00
38.2 373 -2.5% -1.00
8.4 8.8 5.8% 1.00
0.714
20.3% 21.01% 3.6% 0.67
16.0% 16.8% 4.5% 0.67
2.1 2.1 1.0% 1.33
23.7 23.8 0.7% 1.33
0.00
0.0% -0.6% -2101.5% 0.75
0.6% -0.7% -211.1% 0.75
3.4% 1.0% -70.7% 1.50
0.714
43% 0.3% -92.7% 0.75
5.0% 0.4% -91.8% 0.75
-2.9% -3.6% 22.0% 1.50
15.83 15.56 -1.7% 1.00 1.429
11.96 11.77 -1.6% 1.00
2.55 2.54 -0.2% 1.00
3.94 3.91 -0.7% 1.00
0.15 0.15 -2.9% -1.00
0.58 0.57 -1.4% 1.00
0.80 0.80 -0.5% 1.00
2.74 2.75 0.2%
0.75
13.0% 12.1% -6.9% 1.00
9.4% 8.9% -5.5% 1.00
9.9% 9.2% -6.8% 1.00
54.5% 53.2% -2.4% -0.75
-1.50
$2,324 $2,299 -1.1%
$2,787 $3,045 9.3%
$2,666 $2,653 -0.5%
0.78 0.73 -6.4%
1.00
0.72 0.74 2.8% 1.00
0.66 0.67 1.5% 1.00
0.64 0.66 3.1% 1.00
0.69 0.71 2.9% 1.00
0.63 0.64 1.6% 1.00
0.73 0.75 2.7% 1.00
0.56 0.56 0.0% 1.00
0.61 0.61 0.0% 1.00
0.63 0.63 0.0% 1.00
0.44 0.46 4.5% 1.00



HOI. Outpatient Service Accessibility and Continuity A series of 28 monitors address the
timeliness, intensity and continuity of outpatient service during the first six months after
inpatient discharge. Outpatient service monitors address the proportion of discharged inpatients
who had an outpatient visit at the appropriate specialty clinic during the first 30 days after
discharge (based on HEDIS 2.5) and during the first 6 months after discharge; the average
number of days from discharge to the first outpatient visit; the number of outpatient visits during
the first six months after discharge among those who had a visit; and a measure of continuity
of care -- the average number of two-month periods during the first six months following
discharge in which patients had two or more outpatient visits. As in previous years, these
monitors are applied to patients discharged from general psychiatry units and substance abuse
units. In addition, because there has been increasing integration of general psychiatric and
substance abuse inpatient treatment as acute substance abuse beds have closed, these data are
also presented for all mental health discharges, without regard to the type of discharging bed
section or the type of receiving outpatient clinic.

A new series of monitors is being introduced this year to address continuity of care provided to
seriously mentally ill outpatients within the outpatient treatment setting. Thus, in contrast to the
conventional HEDIS measures which evaluate the timeliness of entry into outpatient treatment
following discharge from the hospital, these measures address continuity of care among patients
with serious mental illness during the six months following their first outpatient visit in each
fiscal year. These indicators are described more fully in Chapter 4, and address the number of
visits, the distribution of those visits across time, and the number of different providers involved.
It is assumed that seriously mentally ill patients are best served by having regular contacts with
the same provider over an extended period of time.

Changes at the site level during the previous two years are also examined -- for psychiatry
programs, substance abuse programs, and all mental health programs -- to assess the direction
of system change. Because use of needed services is often impeded by system fragmentation,
additional monitors examine the use of medical outpatient services among patients with
identified medical co-morbidities, and concurrent use of both psychiatric and substance abuse
services during the previous six months among dually diagnosed patients (i.e. those with both
psychiatric and substance abuse disorders).

IV. Economic performance: Distribution of Resources and Efficiency Two distinct components
of economic performance are addressed: the distribution of resources, i.e. the appropriate and/or
equitable allocation of funds across geographic regions or across health care programs, and the
efficient use of resources, i.e. the delivery of care at relatively low cost. Data on resource
distribution and health care cost are derived from VA's Cost Distribution Report (CDR), a
nationwide accounting system that documents the allocation and expenditure of the entire
Congressional appropriation for VA health care.

Measures of resource distribution include the proportion of all VA health care funds allocated to
inpatient, outpatient and all mental health treatment (a measure of equity in resource distribution
between mental health and medical-surgical services); mental health expenditures per capita in
each VISN (based on the number of veterans in the general population); and the proportion of
mental health expenditures devoted to inpatient care. Measures of efficiency include inpatient
episode costs for general psychiatry and substance abuse (dollars per inpatient stay); inpatient
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and outpatient per capita costs (dollars per patient per year for general psychiatry and substance
abuse inpatient and outpatient care, and for all mental health care); and the ratio of per capita
mental health costs to per capita non- mental health costs.'

V. Customer Satisfaction Customer satisfaction was evaluated on the basis of data from a
national survey of discharged inpatients conducted by VAs National Customer Feedback Center.
Ten subscales addressed general aspects of satisfaction: (1) coordination of care; (2) sharing of
information; (3) timeliness and access to services; (4) courtesy; (5) emotional support; (6)
attention to patient preferences and their involvement in decision making (7) family
participation; (8) physical comfort; (9) transition from the hospital to outpatient status; and (10)
summary measures of overall quality of care. In addition these scales were averaged to form a
general satisfaction index.

Identifying Outliers

A major objective of performance assessment systems is to identify service units (e.g., networks
or hospitals) whose performance is substantially below either a recognized standard or a
statistically derived system average used as a norm. Because accepted performance standards for
public mental health care have yet to be developed, this system is based on identifying statistical
outliers. Two methods are used to identify statistical outliers in the current system, one for
measures that are aggregate ratios (e.g., patients treated per 10,000 population or dollar per
episode of care) and one for measures that are derived from patient-level data (e.g., bed days of
care in the year following an index discharge). In the first case, outliers are defined as those sites
(networks, hospitals or specific programs) whose performance is one standard deviation below
the mean of all sites of that type (i.e. networks, hospitals or specific programs). Since all tests are
1-tailed, one standard deviation singles out the lowest 16% of the distribution.

In the second case, multivariate analytic techniques are used to identify sites whose performance
is significantly different from the median site (p<.05), after adjusting for various risk factors (see
description of risk adjustment factors, below). In these analyses, the patient level measure of
performance is the dependent variable. Independent variables include a series of risk adjustment
factors and N-1 dichotomous variables representing each site, with the median site excluded as
the reference condition. Regression coefficients associated with the dichotomous site variables in
these analyses are interpreted as a measure of the magnitude of the deviation of each site from
the median site, adjusting for the identified risk factors. Significant coefficients (p<.05) identify
sites wh;)se performance is significantly different from that of the median site, and are defined as
outliers.

! Data on inpatient and outpatient unit costs for general psychiatry and substance abuse
(dollars per inpatient day and per outpatient visit), which were presented in previous reports are
only presented by VISN this year because workload data on the CDR were not accurate.

? Although this is a non-technical presentation, it should be acknowledged that while the
statistical methods described here are easily conducted with conventional software packages, a
relatively new analytic method, hierarchical linear modeling, might be preferred because it
addresses the non-independence of individual observations from the same Network or hospital
(McNeil et al., 1992; Gatsonis et al., 1995; Journal of Educational and Behavioral Statistics
(entire issue), 1995).
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Summarizing performance measures within and across domains.

As described to this point this assessment system consists of 82 monitors covering multiple
salient aspects of mental health care, each of which can be used to identify outlier networks and
hospitals. To enhance the usefulness of this information, methods of synthesizing these data are
needed -- to identify sites that deserve special attention, and the specific areas of concern at those
sites.

One possibility deserving consideration in this respect, is that some monitors may be highly
correlated with one another, allowing some to be dropped. This possibility was tested on an
earlier version of this system that included 69 separate monitors (Rosenheck and Cicchetti,
1995). A correlation matrix of all monitors revealed that out of a total of 2,346 unique paired
correlations (i.e. 69 x 68/2), in only 40 pairs (1.7%) was r=0.70 or greater (a minimal level for
redundancy (see Cicchetti, 1994)) and in only 494 (21.1%) was there even a statistically
significant relationship between the pairs at all (with n=49, p<0.05 based on an r>0.282).

Summarizing these complex data is nevertheless essential, and three approaches have been
proposed. In the first, a summary score is generated by a count of the total number of outliers
among the monitors within each subdomain (e.g. see Table 1-1 for a list of subdomains). While
arithmetically simple, this approach only attends to negative results and does not "credit" sites
for performing at a high level on certain measures.

A second approach converts each measure to a unitless standardized score (i.e., a z-score, the
value of the monitor for a particular site minus the mean of all sites, divided by the standard
deviation across all sites). These standardized scores are then averaged across all measures in the
subdomain. The results of these first two methods have been found to be highly correlated
(r=0.79, p<0.001)(Rosenheck and Cicchetti, 1995), and we have used the second since it credits
successful performance as well as penalizing unsuccessful performance.

A limitation of both of these methods, however, is that they treat all monitors as equal in
importance. It is clear that some groups of measures are thematically related to one another (for
example, readmission rates at 14, 30 and 180 days) and should not be accorded a weight equal to
that of the others. In addition, some measures are more credible as outcome measures than others
(e.g., bed days of care during the 6 months after discharge as compared to the length of stay of
the index discharge). An additional advantage of the second method is that quantitative weights
can be easily applied to each z-score, as long as the sum of these weights remains equal to the
number of variables. Expert judgment has been used to derive appropriate weights, thus far, and
a formal questionnaire has been developed so that weights can be based on a formal survey of
the opinions of clinicians and administrators. The last column in Table 1-2 presents the weights
that are applied to each measure within each sub-domain, and to each sub-domain within each
major domain.

A third method for combining monitors is to determine the rank order of sites on various
monitors and average them. The principal advantage of this method is that it is easy to
understand without any statistical background. Its main disadvantage is that it does not take into
consideration the magnitude of deviations from national averages. We have used the second
method (z-score averaging) to calculate sub-domain scores from individual monitors and to
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calculate major domain scores from sub-domain scores, and the third method to generate the
final summary ranking.

Risk adjustment

A major concern in performance assessment is that differences in severity of illness and other
exogenous factors that influence outcomes can seriously distort and, therefore, invalidate inter-
site comparisons (Iezzoni, 1995). Only experimental research designs, in which patients are
randomly assigned to various treatments, can generate truly equivalent groups (and even they do
not guarantee full equivalence), but such a procedure is clearly impossible in naturalistic
performance assessment. Statistical risk adjustment, although widely recognized as a profoundly
imperfect solution, is essential to the legitimacy of any observational outcome measurement
system (Iezzoni, 1995).

Data on many candidate measures for mental health risk adjustment are directly available, or can
be derived from the PTF. These measures include age, race, gender, income, marital status,
receipt of VA compensation payments, psychiatric diagnoses, medical diagnoses, Global
Assessment of Functioning at discharge (American Psychiatric Association, 1987; Endicott et al.,
1976), and the distance of the veteran's residence from the nearest VA clinic, as well as from the
nearest non-VA hospital. Psychiatric diagnoses are used to generate dichotomous variables
representing diagnoses of schizophrenia, other psychoses and major affective disorder,
posttraumatic stress disorder, alcohol abuse/dependence, and drug abuse/dependence.

To evaluate the predictive power of the risk adjustment measures, a series of regression analyses
were conducted on a sample of 39,005 general psychiatry patients and 27,200 substance abuse
patients discharged between October 1, 1993 and March 31, 1994. The average proportion of
explained variance (model R-square) across 38 analyses was 0.027 (standard deviation=0.22;
range=0.003-0.097). The proportion of variance explained by these risk factors is clearly very
low for individual measures, and, by inference, they have limited impact on the derived summary
scores. Although our findings are not unlike those observed by others, e.g., in the relationship of
DRGs and hospital costs (Iezzoni, 1995) they raise important questions about the ability of risk
adjustment procedures to accomplish their aims. Nevertheless it is important to adjust for
variations in patient characteristics to the fullest extent possible.

Validity

In the years since we have developed this report card several studies have been conducted to
document the validity of administrative data in relationship to clinical outcomes. These studies
have shown significant relationships between the performance measures based on administrative
data that are used in this report and both patient satisfaction (Druss and Rosenheck, 2000) and
clinical outcomes (Rosenheck, Stolar and Fontana, 2000).

Constructing and using the summary report card.

If the goal of performance assessment in mental health is to foster system change and
improvement, the final synthesis of the data and its presentation to program managers and
clinicians are clearly of great importance. Table 1-3 presents the final FY 2002 report card
summary. In the final summary (see the last column of Table 1-3) each VISN is given an overall
rank, based on the average of its ranks in the five major performance domains. While much
detail is clearly lost, these summary scores allow easy entry into the system.
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Table 1-4 shows the same data paired with the equivalent FY 2001 rankings, for comparison.
For the most part FY 2002 rankings are highly correlated with FY 2001 rating.

Drilling down to lower (more detailed) levels. The bottom row on Table 1-3 indicates the tables
and page numbers in this report on which additional information on performance in each sub-
domain of the major domains can be found.

For example, Table 3-9 presents the average subdomain Z-scores that formed the basis for the
summary rankings in the inpatient subdomain. VISN 1, for example, which has the poorest
overall inpatient score is seen to have especially high scores (reflecting high inpatient use) on the
sub-domains pertaining to general psychiatry and substance abuse inpatient care.

References at the bottom row of Table 3-9 point the system user to additional tables that present
data on the individual monitors -- at the levels of both the VISN and of their component VA
medical centers. Table 3-11A for example, addresses inpatient general psychiatry and substance
abuse treatment at the hospitals in VISNs 1. Deviations from the national median (adjusted for
the risk factors presented above), are presented in each column, with X's indicating values that
are significantly different from the median value (presented at the top of each column). Many of
the hospitals in VISN 1 have large numbers of outliers in these sub-domains. These brief
examples show how one can move through the data from the level of general assessment of
VISN performance to assessing the performance of specific programs at particular hospitals.

14



1

Table 1-3. Ranking of VISNs on major domain summary measures, and average ranking across major
domain measures: FY 2003.

RANK ON MAJOR DOMAIN MEASURES SUMMARY RANK
VISN | Population Inpatient Outpatient Economic Customer Avg. Overall
Coverage Care Care Perf. Satisfaction Rank Rank

1 14 20 8 16 4 12.4 13
2 4 10 1 6 5 5.2 2

3 19 15 8 20 21 16.6 20
4 16 7 15 15 6 11.8 12
5 11 21 4 19 9 12.8 14
6 7 19 20 17 8 14.2 18
7 5 5 17 9 12 9.6 8

8 1 4 13 4 13 7.0 5

9 8 11 21 11 18 13.8 17
10 3 1 5 2 20 6.2 3
11 18 18 11 21 10 15.6 19
12 15 3 2 13 11 8.8 6
15 2 17 10 10 19 11.6 11
16 9 6 19 7 16 11.4 10
17 17 16 18 18 17 17.2 21
18 12 14 12 1 14 10.6 9
19 13 13 7 12 1 9.2 7
20 10 12 6 3 2 6.6 4
21 20 9 16 14 7 13.2 15
22 21 8 14 8 1